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Acceptance in Behavior Therapy:
Understanding the Process of Change

James V. Cordova
University of Illinois at Urbana-Champaign

Acceptance is integral to several cutting-edge behavior therapies. However, several questions about
acceptance remain to be clearly answered. First, what does acceptance look like, and can it be
observed and measured? Second, what are the behavioral principles involved in the promotion of
acceptance? Third, when is acceptance indicated or contraindicated as a therapeutic goal? The
current paper attempts to clarify answers to these questions. The goal is to provide a conceptuali-
zation of the what, how, and when of acceptance that is accessible to behavior analysts, both to
promote our understanding of acceptance as a behavioral phenomenon and to facilitate its empirical
study and therapeutic utility.
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Acceptance is an integral aspect of
several cutting-edge approaches to be-
havior therapy (Hayes, Jacobson, Fol-
lette, & Dougher, 1994). For example,
promoting greater acceptance is fun-
damental to integrative couple therapy
(ICT; Christensen & Jacobson, 2000;
Christensen, Jacobson, & Babcock,
1995; Cordova & Jacobson, 1993,
1997; Cordova, Jacobson, & Christen-
sen, 1998; Jacobson, 1992; Jacobson &
Christensen, 1996; Jacobson, Christen-
sen, Prince, Cordova, & Eldridge,
2000), acceptance and commitment
therapy (ACT; Hayes, Strosahl, & Wil-
son, 1999), functional analytic psycho-
therapy (FAP; Kohlenberg & Tsai,
1991), and dialectical behavior therapy
(DBT; Linehan, 1993). These four
treatments in particular form the core
of the recent emphasis on acceptance
by behavior therapists.
Why is acceptance considered a cen-

tral goal in these treatments, and what
does it add to the field of behavior
therapy that has previously been miss-
ing? First, promoting acceptance ap-
pears to be important because many of
the difficulties from which psychother-
apy clients suffer are not amenable to
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the types of instrumental change strat-
egies for which behavior therapy orig-
inally gained prominence. Second, pro-
moting acceptance appears to add an
assortment of useful therapeutic tools
to the skills-training techniques that
behavior therapy has developed and
emphasized. For example, ICT evolved
specifically in response to evidence
that traditional skills-based behavioral
marital therapy was not effective over
the long run for approximately half of
the couples treated (Jacobson & Fol-
lette, 1985; Jacobson, Schmaling, &
Holtzworth-Munroe, 1987). With these
"treatment-resistant" couples, tradi-
tional change strategies were ineffec-
tive either because the circumstances
in question were genuinely unchange-
able (e.g., different priorities regarding
money) or because partners had be-
come unwilling to cooperate toward
change. It was recognized, therefore,
that if therapy was to help these cou-
ples, the emphasis would have to shift
from promoting instrumental change
through skills training to promoting
greater acceptance of unchangeable
circumstances. Thus, in couple thera-
py, promoting acceptance became the
means by which therapists could help
couples create greater intimacy and
generally repair the emotional climate
of the relationship. ICT notes that "ac-
ceptance work is undertaken in order
to deal with incompatibilities, irrecon-
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cilable differences, and unsolvable
problems" (Jacobson & Christensen,
1996, p. 14). It is also described as
"giving up the struggle to change the
unchangeable, sitting still with and em-
bracing both the negative and positive
aspects of the situation, and actively
engaging in healthy behavior despite
that which cannot be changed" (Cor-
dova & Jacobson, 1997, p. 313).

Linehan's (1993) DBT is another ex-
ample of a behavior therapy that spe-
cifically promotes acceptance as a
healthy response to unchangeable cir-
cumstances or ineffective behavior.
DBT was developed for a particularly
difficult type of client, specifically
those individuals who met criteria for
borderline personality disorder. Line-
han emphasizes that it is often the cli-
ent's unwillingness to accept the ebb
and flow of sometimes painful private
experiences that leads to dramatic es-
cape attempts like parasuicide (e.g.,
cutting or burning). In her description
of DBT, Linehan (1994) talks of "rad-
ical acceptance" as "the fully open ex-
perience of what is just as it is ...
without constriction, and without dis-
torting, without judgment, without
evaluating, without trying to keep it,
and without trying to get rid of it" (p.
80). She further notes that the related
goal of distress tolerance is "tolerating
distress rather than impulsively acting
to remove the pain without thought of
whether the act will lead to more dis-
tress in the long run" (p. 79).
ACT (Hayes, Strosahl, & Wilson,

1999) also emphasizes acceptance pro-
motion with clients who have had re-
peated failures in therapy (Hayes,
1987). Hayes (1994a) characterizes ac-
ceptance as "experiencing events fully
and without defense" (p. 30). He also
provides a more technical definition in
which acceptance is "making contact
with the automatic or direct stimulus
functions of events, without acting to
reduce or manipulate those functions,
and without acting on the basis of their
derived or verbal functions" (pp. 30-
31). Both Linehan and Hayes describe
acceptance as a focused embracing of

experience, absent verbal commentary
or efforts to change the experience qua
experience. However, although these
are valuable descriptions of accep-
tance, they do not describe what the
process of acceptance looks like to the
observer nor do they describe the basic
behavioral principles by which accep-
tance may be promoted.
FAP has also recommended promot-

ing acceptance for particularly chal-
lenging clinical cases (Kohlenberg &
Tsai, 1991). In FAP, acceptance is de-
scribed as experiencing one's emotion-
al reactions to difficult interpersonal
situations without acting to escape,
avoid, or attack either those feelings or
the other person (Cordova & Kohlen-
berg, 1994). Attempting to avoid un-
pleasant feelings is believed to lead to
even greater suffering. However, again
this describes acceptance without ex-
plicitly defining when it should be pur-
sued, what it should look like to an ob-
server, or what behavioral principles
might be followed toward its achieve-
ment.

Acceptance appears to have emerged
as a therapeutic goal in behavior ther-
apy in response to those clinical cir-
cumstances in which traditional change
strategies have been either ineffective
or counterproductive. Paradoxically,
acceptance strategies seem to affect
clients' ability to pursue change. It ap-
pears that sometimes the very struggle
to change gets in the way of genuine
progress (Jacobson & Christensen,
1996). For example, in couple therapy
it is often the case that the partners do
not lack communication or problem-
solving skills (as can be seen by their
performance with people other than
their spouses), but that their increasing-
ly coercive attempts to change each
other have led to a type of emotional
standoff that precludes change. In such
cases, it is often the abandonment of
ineffective change strategies in con-
junction with greater acceptance of in-
dividual differences that allow partners
to successfully use the relationship
skills they already possess.
The authors of the treatment ap-
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proaches described here all come out
of the behavior therapy tradition, and
all discuss their conceptualizations in
behavioral terms. Their nearly simul-
taneous emergence as advocates of ac-
ceptance appears to indicate a genuine
movement within behavior therapy.
However, although these authors have
all written about acceptance and its
role in their therapies, the available an-
swers to the following questions re-
main unclear. First, what does accep-
tance look like when it is achieved, and
can it be observed and measured? Sec-
ond, how is acceptance promoted by
behavior therapists, and are there com-
mon behavioral principles that can be
followed? Third, when is acceptance
indicated as a useful therapeutic goal,
and when might it be contraindicated?
The purpose of the current paper is to
try to clarify the answers to these three
questions from within a behavioral par-
adigm. The goal is to provide a con-
ceptualization of the what, how. and
when of acceptance that is accessible
to behavior analysts, both to promote
our understanding of acceptance as a
behavioral phenomenon and to facili-
tate its empirical study and therapeutic
utility.

WHAT DOES ACCEPTANCE
LOOK LIKE?

What are the key components of
those contexts in which acceptance oc-
curs? Although rarely stated explicitly,
acceptance becomes a goal primarily in
the context of aversive stimulation. Al-
though the general position is that both
positive and negative experiences
should be accepted, this tends to ob-
scure the simpler observation that the
setting for the occurrence of accep-
tance is a person's suffering from aver-
sive stimulation. Those aversive stim-
uli may be either public (e.g., a
spouse's behavior) or private (e.g.,
feelings of anxiety). Whether public or
private, aversive stimuli are variously
described as offensive, blameworthy,
unpleasant, incompatible, irreconcil-

able, problematic, hurtful, fearful, pan-
ic inducing, painful, or threatening.
The second characteristic of those

circumstances in which acceptance oc-
curs is that the aversive stimulus in
question cannot be avoided, escaped,
or destroyed without incurring signifi-
cant aversive consequences. In other
words, those behaviors normally oc-
casioned by aversive stimuli such as
complaining, struggling, escaping,
avoiding, attacking, running away, de-
fending, reducing, manipulating, con-
trolling, changing, disallowing, judg-
ing, criticizing, or distorting actually
result in significant aversive conse-
quences. For example, the elaborate
cleaning rituals of the obsessive-com-
pulsive can create more suffering than
whatever dirt is removed or germs
avoided. This is an important point, be-
cause organisms within free-operant
conditions will typically work to re-
move the presence of aversive stimuli
by one of several general tactics, in-
cluding escape, avoiding contact in the
first place, and exhibiting aggression
against the source. Escape removes
aversive stimuli by creating distance,
avoidance prevents contact with the
aversive stimuli, and aggression often
removes aversive stimuli by removing
the source. For the sake of simplicity,
these behaviors will be referred to col-
lectively as aversion.

Acceptance in this context has been
variously described as allowing, toler-
ating, embracing, experiencing, or
making contact with a source of stim-
ulation that previously evoked escape,
avoidance, or aggression. Note that the
occurrence of acceptance specifically
does not involve a change in the fre-
quency or presence of the target stim-
uli. The stimulus that comes to be ac-
cepted is no longer avoided, escaped,
or destroyed. Instead, acceptance
might be operationally defined as a
change in the behavior evoked by a
stimulus from that functioning to
avoid, escape, or destroy to behavior
functioning to maintain or pursue con-
tact.

This is not a negative definition. In
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other words, we are not simply de-
scribing the absence of aversion. For
example, if at one time a person runs
in panic from the sight of a spider and
at another time she is able to sit calmly
holding a spider, then that process of
accepting has involved both a decrease
in escape behavior and an increase in
approach and contact behavior. Both
the decrease in panicked escape and in-
crease in calmly sitting and holding are
active, observable, and measurable be-
haviors. If initially a person reports
that she has never told anybody about
an early traumatic experience, that she
tries hard not to think about it and that
thinking about it makes her feel nau-
seous, and then later that person is able
to talk openly and in detail about the
incident while appearing calm and re-
laxed, then talking openly and report-
ing feelings of calm are measurable in-
stances of acceptance as we have de-
fined it (i.e., behavior functioning to
maintain contact with a stimulus that
previously evoked aversion). Accep-
tance can thus be conceptualized as an
observable phenomenon available for
scientific study.

For example, it should be possible,
by this conceptualization, for psycho-
therapy researchers to observe accep-
tance as it occurs in the therapy ses-
sion. Consider a client that enters ther-
apy with a history of avoiding intimate
relationships and the behaviors in-
volved in promoting and maintaining
intimacy. During therapy, such a client
might avoid eye contact, avoid talking
about personally meaningful or other-
wise vulnerable topics, become distant
or angry in response to questions about
the therapeutic relationship, and in oth-
er ways work to minimize closeness
(see Kohlenberg & Tsai, 1991). These
could all be seen as behaviors evoked
by the aversiveness of close interper-
sonal situations. Acceptance in this
context might be observed (and record-
ed) as the client increasing the fre-
quency of eye contact, talking more
openly and comfortably about person-
ally meaningful material, and actively
engaging in discussions about the ther-

apeutic relationship itself. In this case
the topography of the situation has not
changed (the therapist-client dyad),
but the behaviors evoked by the situa-
tion from this individual have changed
to those that pursue and maintain con-
tact.
The observation and measurement

of acceptance depend on a stimulus be-
ing avoided initially and on a prior de-
termination of the changes that would
be indicative of greater acceptance. For
example, within couple therapy, part-
ners might criticize each other's han-
dling of money. One partner may call
the other cheap and stingy; the second
partner may call the first irresponsible
and childish. A change toward accep-
tance in this case might involve a shift
from an angry and critical discussion
of the partners' different financial
styles to a discussion that avoids blame
and acknowledges legitimate differenc-
es that are unlikely to change. Obser-
vational systems for coding these types
of changes toward greater acceptance
have been developed and used suc-
cessfully (Cordova et al., 1998). In ad-
dition, changes toward greater accep-
tance can also be measured using a
self-report assessment of the degree of
desired change in specific behaviors
from pre- to posttherapy (e.g., the areas
of change questionnaire; Margolin,
Talovic, & Weinstein, 1993). In sum,
acceptance can be observed and mea-
sured as change from aversion to main-
taining or pursuing contact with an
identified stimulus. That observation
can take the form of clinical observa-
tion, observational coding, or self-re-
port.

Acceptance also appears to involve
changes in the person's reported expe-
rience of the stimulus situations from
noxious to substantially less noxious or
even attractive. In other words, not
only does the person maintain or pur-
sue contact, but his or her self-reported
experience often involves a decrease in
the inclination to avoid, escape, or de-
stroy. What has changed? One argu-
ment is that the individual's behavior
changes because the stimulus functions
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of the previously aversive situations
have changed. This leads to the next
question.

HOW IS ACCEPTANCE
PROMOTED BY

BEHAVIOR THERAPISTS?

Acceptance appears to be promoted
in a number of ways that can be un-
derstood by reference to the three-term
contingency. Acceptance interventions
can be targeted at the discriminative
stimulus (SD), the aversion behavior it-
self, or the consequence of the aversion
behavior.

Targeting the Discriminative Stimulus

Many acceptance techniques specif-
ically target the stimulus function of
the aversive stimulus. Although not of-
ten discussed in these terms (but see
Hayes & Wilson, 1994), one argument
is that many techniques for promoting
acceptance transform the function of
the aversive stimulus through verbal
processes that relate aversive stimuli to
stimuli evoking behavior incompatible
with aversion. As examples, consider
the following acceptance techniques
used in ICT
ICT often promotes clients' expres-

sions of the "soft" emotions underly-
ing their expressions of "hard" emo-
tions (e.g., Jacobson & Christensen,
1996). Hard emotional expressions are
those that occasion conflict and dis-
tance, such as anger, contempt, disgust,
and righteous indignation. Soft emo-
tional expressions are those that occa-
sion closeness and compassion such as
sadness, concern, loneliness, desire,
and love. For example, consider a cou-
ple in which the wife is angry that the
husband frequently arrives home late
and the husband, in turn, is angry that
the wife gets upset. Acceptance might
be promoted in this case by helping the
wife talk about the feelings of loneli-
ness, worry, concern, love, or fear as-
sociated with her overt expressions of
anger. Consider the following fiction-
alized transcript.

T: So besides being angry that Bob came home
late again without calling, what else were you
feeling?
W: I don't know. It just makes me so mad. How
am I supposed to know that he's not dead on the
road somewhere?
T: So you're angry because when he doesn't
show up on time it's hard not to worry that
something might have happened to him?
W: Exactly!
T: Could you say some more about that?
W: Well, when he doesn't show up and it's been
an hour or more I start to get scared because
they've stopped answering the phones at his
work and he is usually on time and I just don't
know what I'd do if something happened to him.
I know I'm being silly and that he's probably
alright, but I just can't help imagining "what if

,,

T: It sounds like it can get pretty scary. (To hus-
band): What are you thinking?
H: I guess I'm thinking that I never really
thought about what it's like for Janet to not
know where I am.

The treatment rationale is that softer
emotions set the stage for positive ap-
proach behaviors, whereas angry yell-
ing and condemnation set the stage for
retaliatory anger and withdrawal. Ac-
ceptance in this example is the change
in the stimulus value, for the husband,
of the wife's response to his coming
home late. Initially, her anger is wholly
aversive to him, but after hearing about
how scary those times can be for her,
the aversive properties of her response
shift toward the more positive proper-
ties of her concern for him.

Another ICT technique promotes
discussion of the understandable rea-
sons for partners' aversive behavior. In
the above example, the therapist might
help the husband talk about why he at
times forgets to call. For example, he
might talk about feeling caught be-
tween wanting to spend more time
with his wife and needing to succeed
at work in order to feel that they are
both safe financially. The treatment ra-
tionale is that these understandable rea-
sons for his behavior set the stage for
a more compassionate response from
his wife. Thus, on those occasions
when he does forget to call, she may
be less inclined to become angry and
hostile and more inclined to simply tell
him she was worried about him.
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How do these discussions in the
therapy session change the stimulus
functions of previously aversive behav-
ior given that the behaviors of interest
are not directly available in the ses-
sion? One potential explanation is pro-
vided by relational frame theory
(RFT), which posits that "the essence
of verbal behavior is the learned ability
to relate events bidirectionally and
combinatorially, and to transform the
stimulus functions of related events in
terms of the derived stimulus relations
they participate in" (Hayes, 1994b, p.
25). Verbal organisms are uniquely
able to bidirectionally relate stimuli
whose relationship has been trained in
only one direction. For example, when
trained to choose B 1 (from the group
Bi, B2, B3) given Al, verbal humans
will, without direct training, relate
those stimuli in the other direction (i.e.,
will choose Al from Al, A2, A3, giv-
en Bi; e.g., Sidman, 1971; Sidman,
Cresson, & Willson-Morris, 1974).
This untrained relating is called a de-
rived relation (in this case one of sym-
metry).

Derived bidirectional relating may
be relevant to acceptance promotion
because sometimes the functions of
one stimulus can be transferred to an-
other stimulus that has not previously
served those functions through their bi-
directional relations. Further, stimuli
such as spoken or written symbols can
acquire the functions of other types of
stimuli (e.g., Roche & Barnes, 1997).
For example, words can function as
discriminative stimuli, conditioned
evocative stimuli, and consequences
(e.g., Newman, Hemmes, Buffington,
& Andreopoulos, 1994; Schlinger,
1993). This phenomenon, in which one
stimulus acquires the function of an-
other, is called the transformation of
function. For example, the vocal stim-
ulus "Snake!" can acquire the same
conditioned evocative function as the
presence of an actual snake. It can also
acquire the same discriminative func-
tion in that it can come to occasion
similar avoidance behavior. In addi-
tion, it may serve a similar consequen-

tial function, in that someone else yell-
ing "Snake!" may punish the behavior
of walking in the tall grass as effec-
tively as actually seeing a snake. The
point is that those stimuli we refer to
as words can have the same functions
as other stimuli and that these func-
tions can be transferred through their
relations with vocal or written counter-
parts.

Following these principles, the func-
tions of aversive stimuli can be trans-
formed in the therapy session by relat-
ing words that correspond to those
stimuli with words that correspond to
stimuli that evoke behavior incompat-
ible with aversion (i.e., behavior that
maintains or pursues contact). The
change in function that results fits our
definition of acceptance because, when
successful, stimuli that look the same
topographically set the stage for very
different behaviors. In our example
above, the stimulus function of the
husband's coming home late is ad-
dressed by vocally relating it in the
session to his evocative revelation of
how anxious he gets about the financial
well-being of his family. As a result of
this relating, the wife responds differ-
ently to his coming home late, being
more likely to express concern than
belligerence. According to RFT, such
an intervention transforms the stimulus
function of his "coming home late" to-
ward stimulus functions involving
"anxiety" and "concern." In addition,
for the husband, the stimulus function
of the wife's anger is transformed to-
ward stimulus functions involving ex-
pressions of loneliness, worry, and
concern. In lay terms, his coming
home late does not mean the same
thing to his wife anymore. Similarly,
her upset with him for being late does
not mean the same thing to him any-
more. Each of these previously wholly
aversive behaviors no longer serves
exactly the same function, and instead
each is more likely to evoke closeness
and compassion. What is of note is that
neither the husband's coming home
late nor the wife's anger are directly
experienced in the therapy session. In-
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stead, the words that have acquired
some of the stimulus functions of those
events have been related to new stim-
ulus functions by the therapist, and de-
rived stimulus relations change the
function of the husband's coming
home late and the wife's resultant an-
ger.
The principle to follow appears to

involve the therapist vocally relating
the words associated with the aversive
stimuli to other words associated with
stimuli that are not only incompatible
with aversion but that promote the
healthy maintenance or pursuit of con-
tact (in this case, stimuli that promote
behavior beneficial to the relationship).
This requires some creativity on the
therapist's part in that the therapist
must identify some aspect of the situ-
ation that is likely to evoke behavior
incompatible with aversion and that is
a believable aspect of that situation.
For example, the identified soft feel-
ings must not only evoke something
like compassion or desire but must be
acknowledged by the client as a gen-
uine aspect of her anger.

Targeting the Aversion Behavior

Acceptance can also be promoted by
targeting the aversion behavior direct-
ly. For example, exposure and re-
sponse prevention in the treatment of
compulsive handwashing can be seen
as a means of promoting acceptance of
the SD "unwashed hands" and the at-
tendant thoughts and feelings. Note
that the results of exposure and re-
sponse prevention look like acceptance
as defined here in that the behavior
functioning to escape unwashed hands
changes to behavior that maintains
contact with unwashed hands in order
to pursue healthier, more meaningful
goals. Also, the SD itself does not
change topographically. Unwashed
hands remain unwashed hands. How-
ever, theoretically, preventing the com-
pulsion ultimately changes the stimu-
lus function of unwashed hands be-
cause the feared consequence never oc-

curs in the presence of unwashed hands
(promoting extinction).
The principle at work here involves

determining that exposure to the SD is
not itself harmful and then exposing
the client to that SD while preventing
his or her usual attempts to avoid, es-
cape, or destroy it. Exposure plus re-
sponse prevention have been found ef-
fective not only for compulsive behav-
ior (Abramowitz, 1997) but for a range
of phobias (e.g., Farkas, 1989), post-
traumatic stress disorder (Foa, Roth-
baum, Riggs, & Murdock, 1991), and
pathological gambling (Echeburua,
Fernandez-Montalvo, & Baez, 2000).
Notice that this type of intervention is
different from those that vocally relate
stimuli. Exposure techniques rely on
the fact that exposure and response
prevention can occur with no subse-
quent harm, thereby allowing change
via extinction of the behavior. The pre-
vious techniques, theoretically, rely on
transformation of function.

Targeting the Consequences of
Aversion

Finally, acceptance can be promoted
by targeting the consequence of aver-
sion versus maintaining contact with
the target stimuli. This involves pro-
viding reinforcement for behavior that
maintains contact while suppressing or
allowing the extinction of behavior that
avoids or diminishes contact. This is an
approach advocated within FAP as a
treatment for difficulty with intimate
relationships. Changes in client behav-
ior that result in more contact with pre-
viously avoided interpersonal circum-
stances (e.g., increased eye contact, in-
creased self-disclosure) are reinforced
by the therapist's genuine, nonarbi-
trary, interpersonal response (see Koh-
lenberg & Tsai, 1991, for a more de-
tailed discussion). Again, the change
fits the definition of acceptance in that
the person's behavior changes from
avoiding interpersonal stimuli to main-
taining and pursuing contact with those
stimuli. In addition, the previously
aversive stimuli remain the same to-
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pographically, but their stimulus func-
tion changes dramatically.
The principle here involves identi-

fying the clinically relevant behavior to
be reinforced as well as the naturally
occurring (vs. arbitrary) reinforcers for
that behavior that are available to the
therapist. Therapy involves shaping
successive approximations of the target
behavior over time by noticing occur-
rences of the relevant behavior and re-
sponding in ways hypothesized to in-
crease their frequency.

It should be noted in closing this
section that the parsing of acceptance
targets into the components of the
three-term contingency is not meant to
imply that these targets are nonover-
lapping. To target any aspect of the
three-term contingency is necessarily
to affect all three. Directly changing
the stimulus function of an aversive
stimulus by verbally relating it to some
more attractive stimulus will result in
different behavior that will in turn re-
sult in different consequences. Expo-
sure plus response prevention also
changes the stimulus function of the SD
and results in the reinforcement of be-
havior maintaining contact with the SD.
Reinforcing behavior that maintains
and pursues contact changes the fre-
quency of that behavior and also
changes the stimulus function of the
SD. In the end, targeting any compo-
nent of the contingency affects the en-
tire behavioral context. It should also
be noted that the specific techniques
for promoting acceptance discussed
here are far from exhaustive. At this
point we are only beginning to learn
how to effectively promote acceptance.
Not only is technique development
continuing, but many potentially useful
techniques may already exist within
other psychotherapy traditions such
cognitive or systems therapy.

WHEN IS ACCEPTANCE
INDICATED AND

CONTRAINDICATED?
When Is Acceptance Indicated?

Acceptance as a therapeutic goal ap-
pears to be indicated when the behav-

ior involved in attempting to escape
from, avoid, or destroy a source of
aversive stimulation results in signifi-
cantly aversive consequences. For ex-
ample, it has been argued that attempts
to suppress unpleasant thoughts and
feelings often create more suffering
than they resolve (e.g., Dougher, 1994;
Hayes, 1994a). Supporting that argu-
ment, there is a growing body of evi-
dence demonstrating that suppressing
thoughts and feelings, particularly
those that are unpleasant, does indeed
result in an increase in their occurrence
or a rebound effect (Becker, Rinck,
Roth, & Margraf, 1998; McNally &
Ricciardi, 1996; Wegner, 1990; Weg-
ner, Schneider, Knutson, & McMahon,
1991). In addition, making contact
with unpleasant thoughts and feelings
is unlikely, in and of itself, to cause
substantial harm, and again there is ev-
idence that doing so is often the most
effective means of resolving the asso-
ciated problems. For example, in the
case of posttraumatic stress disorder
"many victims. . . mistakenly view the
process of remembering their trauma
as dangerous, and therefore devote
much effort to avoiding thinking or
processing the trauma" (Foa & Roth-
baum, 1998, p. 52). These attempts to
avoid remembering the trauma appear
to actually impede recovery. Converse-
ly, efforts to help clients accept these
memories (through prolonged expo-
sure) rather than suppress them appear
to be remarkably effective treatments
(e.g., Foa et al., 1991). Note that the
general principle is not that it is im-
possible to suppress, avoid, or attack
the source of aversive stimulation, but
that doing so ultimately produces more
suffering than that caused by the stim-
ulus the person was attempting to es-
cape. In addition, increased contact not
only diminishes the suffering caused
by avoidance but places the individual
in a position to be affected by other
available contingencies, allowing the
shaping of more effective behaviors.

When is Acceptance Contraindicated?
When might acceptance promotion

be contraindicated? In short, accep-
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tance is unnecessary in those circum-
stances in which aversion works or
does no substantial harm. Proponents
of ICT assert that acceptance does not
mean resignation to the male-dominat-
ed status quo, to physical or emotional
abuse, or to any other clearly destruc-
tive or demeaning situation (Jacobson
& Christensen, 1996). Although accep-
tance in some contexts may sound like
giving up, giving in, hopeless resigna-
tion, or learned helplessness, they are
not equivalent phenomena. They may
look similar in some circumstances,
but ultimately acceptance involves a
change in the stimulus value from
more aversive to more attractive. The
negative connotations of acceptance
imply that the stimulus remains unre-
mittingly noxious, while any inclina-
tion to escape, avoid, or destroy is sup-
pressed. However, genuine acceptance
involves a change in the stimulus func-
tion of the situation toward that which
inclines the person to seek or remain
in contact.
The current conceptualization sug-

gests that for the clinician deciding
whether or not to promote acceptance
in a given case, assessment involves
determining with the client whether at-
tempts to remove or avoid are creating
more suffering than they resolve, and
whether accepting the situation would
be less harmful in the long run. Accep-
tance as a treatment option can be con-
sidered in all cases in which an indi-
vidual is suffering from contact with
aversive stimuli. Those stimuli can
span the range from chronic pain, to
aversive behaviors by the partner, to
painful thoughts and feelings, physical
ailments, mortality, loneliness, loss,
and so on. The question to answer is,
"Can the problematic stimulus be ef-
fectively removed or avoided without
substantial harm?" If the answer is no,
then promoting acceptance of the stim-
ulus is warranted. If the answer is yes,
then acceptance is contraindicated, and
first-order change strategies can be im-
plemented.

For example, a patient during the
course of treatment for interpersonal

difficulties reveals that she was sexu-
ally assaulted very early in her adult
life and that she has had difficulty es-
tablishing a satisfying intimate rela-
tionship since. Assessment finds that
she has never discussed the trauma
with anyone and has worked hard to
not think about or remember it. Is this
an appropriate situation for promoting
acceptance? First, the presenting prob-
lem does appear to be related to aver-
sion against a source of noxious stim-
ulation. The trauma literature suggests
that difficulty with intimacy frequently
follows traumatic sexual experiences
(e.g., Foa & Rothbaum, 1998). The lit-
erature also suggests that these symp-
toms tend to diminish over time, but
that suppression of the thoughts and
feelings associated with the trauma can
delay recovery, sometimes for years
(Foa & Rothbaum, 1998). Although
this particular client has been quite
successful much of the time in her ef-
forts to suppress her feelings about the
event, hide it from those around her,
and avoid thinking or talking about it,
those thoughts and feelings remain
noxious and distracting. Ultimately her
attempts to remove or avoid these
memories have failed, and it is unlikely
that alternative strategies will be any
more successful. Further, her avoid-
ance has had the unintended side effect
of dramatically diminishing her ability
to form the intimate partnerships that
she desires. Therapeutic efforts to pro-
mote acceptance of her thoughts and
feelings in this context appear to be
warranted.

Another example involves a client
coming to therapy complaining of
spousal abuse. Her husband, although
frequently charming, is also quite fre-
quently verbally and emotionally abu-
sive and increasingly physically abu-
sive. This client feels both controlled
by her husband and frightened for her
safety. Although it may seem so, in
this case the decisions about accep-
tance promotion are not necessarily
straightforward. On one hand, there are
successful means for escaping the abu-
sive relationship. On the other hand,
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this client may be putting herself at
substantial risk by doing so, because
wives in abusive relationships remain
at risk for being seriously injured or
killed during the period when they are
leaving and shortly after having left the
relationship (Saltzman & Mercy,
1993). However, although leaving is
risky, staying may ultimately place her
at even greater risk both physically and
psychologically. There are a range of
escape options specifically designed to
be effective and to minimize the risk
of leaving. Thus, the promotion of ac-
ceptance in this circumstance would be
contraindicated. Although escape may
be difficult and risky, the probability of
dramatically negative consequences is
frequently deemed lower than that in-
curred by not attempting removal and
avoidance.

However, even in this circumstance
acceptance has a role to play. For her
to be able to leave the relationship, the
client must accept that her partner is
unlikely to change and that she is in
serious danger. This speaks to the point
that acceptance often precedes change
even in circumstances in which dra-
matic change is clearly warranted.

EMPIRICAL EVIDENCE

Is there any empirical evidence for
the utility of acceptance-based inter-
ventions? The empirical study of ac-
ceptance promotion in therapy is only
beginning, and most evidence that does
exist is embedded within studies of
multicomponent treatment packages.
For example, two empirical studies of
ICT have been published to date. In the
first (Cordova et al., 1998), evidence
was found that the communication of
ICT couples changed in predicted ways
and to a greater degree than that of
couples who received traditional be-
havioral marital therapy with no em-
phasis on acceptance. Specifically, ICT
couples increased their acceptance of
unchangeable relationship problems.
They also increased the frequency with
which they disclosed soft as opposed
to hard emotions and decreased the fre-

quency with which they engaged in de-
structive problem behavior. The second
study (Jacobson et al., 2000) provided
evidence suggesting that ICT may be a
more effective treatment for marital
distress than traditional behavioral
marital therapy. In addition to provid-
ing evidence that husbands and wives
who received ICT showed greater in-
creases in marital satisfaction and
greater clinical improvement and re-
covery than those who received tradi-
tional marital therapy, Jacobson et al.
also showed that traditional behavioral
marital therapy involved almost no use
of acceptance interventions compared
to ICT. Thus, the presence or absence
of acceptance strategies clearly differ-
entiated the two treatments and in-
creased confidence that differential
outcomes might be attributable to those
strategies.

Hayes and his colleagues have also
presented evidence that ACT is a
promising treatment (Strosahl, Hayes,
Bergan, & Romano, 1998; Zettle &
Raines, 1989). In their innovative ef-
fectiveness study, Strosahl et al. (1998)
demonstrated that ACT-trained thera-
pists increased their clients' accep-
tance, coping, and treatment comple-
tion. In addition, Bond and Bunce
(2000) compared ACT strategies to tra-
ditional change strategies in a study of
work-related stress and found that al-
though both interventions outper-
formed a wait-list control condition,
only changes in the ACT condition
were mediated by the acceptance of
undesirable thoughts and feelings. Li-
nehan has also provided evidence for
the effectiveness of DBT as an accep-
tance therapy (Linehan, Armstrong,
Suarez, Allmon, & Heard, 1991). Koh-
lenberg and Tsai (1994) have provided
preliminary evidence for the utility of
FAR Finally, there is a great deal of
evidence supporting the effectiveness
of exposure and response-prevention
treatments (e.g., Foa, Steketee, Gray-
son, Turner, & Latimer, 1984). Al-
though none of these studies specifi-
cally addresses the promotion of ac-
ceptance outside the context of a more
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comprehensive treatment package,
they do suggest that treatments con-
structed to promote acceptance can be
useful.
Analogue studies of acceptance

strategies have also been conducted. In
one study, subjects who were provided
with an acceptance rationale demon-
strated greater pain tolerance in a cold-
pressor task than did subjects who
were provided with a control rationale
(Hayes, Bissett, et al., 1999). In a sim-
ilar study, subjects who were told to
pay close attention to their hand during
a cold-pressor task recovered more
quickly and were less likely to rate a
second task as unpleasant than those
who were told to either distract them-
selves or suppress the sensation (Cioffi
& Holloway, 1993). Thus, in addition
to preliminary evidence that accep-
tance-based behavior therapies are
promising treatments as a whole, there
is evidence of specific effects on mea-
sures of acceptance (Bond & Bunce,
2000; Cordova et al., 1998) and when
compared to control strategies, accep-
tance strategies promote greater toler-
ance and quicker recovery from pain-
ful experiences (Cioffi & Holloway,
1993; Hayes, Bissett, et al., 1999).
Work remains, however, to conclu-

sively demonstrate that acceptance
strategies are the key active ingredients
in acceptance-based treatments. Such
work first requires the development of
reliable measures of acceptance. The
current definition lends itself to such
development because it defines accep-
tance as an observable phenomenon.
Researchers can define the targeted
aversive stimuli and what the shift
from aversion to acceptance should
look like, allowing them to construct
observational measurement systems
and train reliable observers (including
self-observers). In addition, target
stimuli can be allowed to vary from
subject to subject, facilitating idio-
graphic study without sacrificing com-
parability between groups of subjects.
With the development of psychomet-
rically sound measures of acceptance,
psychotherapy process research can be

conducted to determine if acceptance is
indeed the primary mechanism of
change in acceptance-based therapies
and whether the techniques of accep-
tance promotion accomplish what they
are intended to accomplish.

Several other questions also remain
to be answered. For example, do ac-
ceptance techniques work by promot-
ing acceptance, or are there other pro-
cesses at work? Do acceptance inter-
ventions result in increases in related
adaptive behaviors? Are acceptance
strategies more effective than control
strategies in some contexts and not
others? Are some acceptance strategies
more effective than others? Would the
inclusion of acceptance strategies in-
crease the effectiveness of existing em-
pirically supported therapies? In short,
empirical work in this area is only be-
ginning, and much work remains to be
done in terms of testing the current the-
ory, validating the process and utility
of acceptance, and developing and re-
fining acceptance promotion strategies.

SUMMARY

In summary, several frequently
raised issues have been addressed re-
garding acceptance as it is currently
being promoted in behavior therapy.
Perhaps most frequent is the issue of
when acceptance is to be considered a
legitimate therapeutic goal. It has been
noted that many things are simply un-
acceptable and should remain so (e.g.,
spousal abuse). It has also been noted
that unabated contact with some aver-
sive stimuli can result in negative
physical and emotional consequences.
As noted above, it is clear that accep-
tance is not warranted in every circum-
stance because often the removal or
avoidance of aversive stimuli not only
is achievable but is also the healthiest
response. Acceptance does appear to
be warranted, however, when aversion
causes substantial harm either in the
short or long run. In addition, the po-
tentially negative physical and emo-
tional consequences of maintained
contact may be ameliorated if the func-
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tion of that stimulus is transformed
such that it is no longer wholly aver-
sive but acquires nonaversive or attrac-
tive functions.
The issue remains, however, that a

judgment must be made about the rel-
ative harm caused by aversion versus
maintaining or pursuing contact. In
some circumstances (e.g., compulsive
handwashing) that judgment appears to
be relatively noncontroversial. In other
circumstances, however, the judgment
call is not necessarily straightforward
or clear, and in such circumstances the
client and therapist will need to collab-
oratively consider the pros and cons of
acceptance versus continued avoidance
or escape efforts.

Another issue that has been raised
involves the direction of the transfor-
mation of function when the SD is tar-
geted directly. Given the bidirectional
transformation of function, how does
the therapist insure that the stimulus
function of the aversive stimuli shifts
toward the attractive stimulus and not
vice versa? For example, how does the
therapist insure that the wife's anger
becomes less aversive rather than the
alternative outcome, that her desire for
companionship becomes more aver-
sive? Given the principles of RFT, the
functions should shift in both direc-
tions. It may be that one particular di-
rection is emphasized in therapy, thus
perhaps strengthening the intended
transformation of function over the un-
intended. Alternatively, the transfer of
function may indeed be bidirectional,
and the previously nonaversive stimu-
lus may acquire some aversive prop-
erties. If this is the case then such in-
terventions may indeed complicate cli-
ents' lives, for example by making the
wife's anger about the husband's com-
ing home late a more complicated
stimulus with both aversive and attrac-
tive properties. However, even if this
speculation is correct, complicating the
nonaversive stimulus may be a worth-
while price to pay to gain greater over-
all acceptance.

Another question involves how to
distinguish between acceptance and

hopeless resignation. Acceptance ap-
pears to be distinguished from less fa-
vorable outcomes by the final stimulus
value of the target stimuli. If the orig-
inal target aversive stimuli remain
wholly aversive and do not acquire any
nonaversive or attractive properties and
yet change efforts cease, then accep-
tance as defined here has not occurred.
This pattern is instead more akin to
hopeless resignation because although
escape and avoidance have ceased, the
inclination to escape, avoid, or destroy
remains. In other words, the person
still suffers from the contact made with
the aversive stimulus and is still in-
clined to remove or avoid it, but sim-
ply has no remaining effective behav-
ior in his or her repertoire.
How can this be assessed? Because

we are primarily concerned with psy-
chotherapy clients, the most straight-
forward means of assessing hopeless
resignation is to simply ask the person
to report their experience of the target
stimulus. If their change efforts have
stopped and yet the function of the
stimulus remains wholly aversive, then
the situation is rightly identified as
hopelessness. This raises another issue,
however, in that a continuum can be
conceived from hopeless resignation to
active embracing, depending on the to-
tality of the shift in stimulus function
from aversive to attractive. An out-
come in which there was no shift in
function would lie on the hopeless res-
ignation end of the continuum. A shift
in function resulting in a more equal
mix of aversive and nonaversive prop-
erties might best be recognized as an
increase in tolerance for the previously
wholly aversive stimuli. A shift in
function resulting in a complete trans-
formation from aversive to attractive
functional properties would hold down
the other end of the continuum, an em-
bracing acceptance (see Jacobson &
Christensen, 1996).

In summary, this paper has attempt-
ed to clarify answers to the what, how,
and when questions about acceptance
from a behavior-analytic perspective. It
is hoped that this attempt at a behav-
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ioral conceptualization of acceptance
will promote further empirical study of
this important clinical phenomenon.
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